IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. “BUTCH" OTTER ~ Governor LESLIE M. CLEMENT - Administrator
RICHARD M. ARMSTRONG ~ Director DIVISION OF MEDICAID
Post Office Box 83720

Boise, klaho 83720-0036

PHONE: (208} 334-5747

FAX: (208} 364-1811

October 15, 2007

James Varnadoe, Administrator .
Seasons At Eagle-Seniorcare Management, LLC
815 Eagle Road

Eagle, ID 83616

License #: RC-879

Dear Mr. Varnadoe:

On August 9, 2007, an initial licensure survey was conducted at Seasons at Eagle-Seniorcare
Management, LLC. As aresult of that survey, deficient practices were found. The deficiencies were

cited at the following level(s):

e Non-core issues, which are described on the Punch List, and for which you have submitted
evidence of resolution.

This office is accepting your submitted evidence of resolution.

Should you have questions, please contact Donna Henscheid, LSW, Health Facility Surveyor,
Residential Community Care Program, at (208) 334-6626.

Sincerely,

DONNA HENSCHEID, LSW

Team Leader

Health Facility Surveyor

Residential Community Care Program

DH/sc

c: JTamie Simpson, MBA, QMRP Supervisor, Residential Community Care Program
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FAX: (208) 364-1811

August 20, 2007

James Varnadoe, Administrator

Seasons at Bagle-Seniorcare Management, LLC
815 Eagle Road

Eagle, ID 83616

Dear Mr. Vamadoe:

On August 9, 2007, an Initial Licensure survey was conducted at Seasons at Eagle-Seniorcare
Management, LL.C. The facility was found to be providing a safe environment and safe, effective care
to residents. ‘ '

The enclosed form, stating no core issue deficiencies were cited during the survey, is for your records
only and need not be returned.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which
was reviewed and left with you during the exit conference. The completed punch list form and
accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submitted

to this office by September 9, 2007.
Should you have any questions about our visit, please contact me at (208) 334-6626.
Sincerely,

.

JAMIE SIMPSON, MBA, QMRP
Supervisor

Residential Community Care Program
JS/sle

Enclosure
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The residential care/assisied living facility was
found to be in substantial compliance with the
Rules for Residential Care or Assisted Living
Facilities in Idaho. No core issue deficiencies
were cited during the initial health care survey
conducted at your facility. The surveyors
conducting the initial health care survey were:

Donna Henscheid, LSW
Team Coordinator
Health Facility Surveyor

Maureen McCann, RN
Health Facility Surveyor

Sydnie Braithwaite, RN
Health Facility Surveyor
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